Interestingly, the tendency to eschew clinical audit at the expense of quality improvement mirrors the general tendency to eschew diagno sis over treatment. This is the pre vailing neglect. Diagnosis, including diagnosis in epidemiology, has been reduced to a cipher. Figure 1 depicts the breakdown of total hours of videoconferencing activities by purpose.
The largest users of all forms of the telepsychiatry service were ADF health centres across Australia (see Figure 2) . Darwin was the largest user, followed by Townsville and Perth regions. The degree to which telepsychiatry services were utilised did not correspond with the num bers of ADF personnel in each loca tion. Instead, it seemed to be related to the availability of local psychiatrists with the experience and capacity to manage military personnel with complex conditions. Services to the ADF's main operating base in the Middle East, was the fifth most used. Six persons were seen at in the Middle East, two in Iraq and four from various locations in SouthEast Asia for an initial psy chiatric assessment from 2014 to 2017. Five of the 12 seen from these locations were found to have condi tions requiring their return to Australia -an expensive and disrup tive outcome for both the individ ual and their team. The other seven were recommended as being fit to remain on deployment, with follow up by local mental health providers and the ADFCMH, where applica ble. Whether this advice was accepted by command in each case is not known.
Figure 1. Breakdown of total video-conferencing hours by purpose of activity.
Over a third of the 102 assessments conducted at the Second Opinion Clinic were via telepsychiatry (n = 33, 32%). In line with recent reviews that concluded telepsychiatry outcomes were comparable to conventional treatment interventions, 3, 4 we found our telepsychiatry patient satisfaction scores, obtained on a Defence Health Outpatient Satisfaction Survey, were broadly comparable with patients seen facetoface across most meas ures. Nevertheless, some significant differences were noted, with tel epsychiatry patients indicating less satisfaction with privacy and the cleanliness of assessment areas. We believe the lower approval rates regarding privacy may reflect our policy of having a local clinical sup port person with the patient during telepsychiatry assessments and those regarding cleanliness may be explained by videoconferencing rooms in health centres tending to be infrequently used and sparsely fur nished. Referrer satisfaction scores indicated consistently high levels of satisfaction with the service for both videoconferencing and facetoface assessments.
Our findings add to the growing lit erature around the efficacy of telepsychiatry when compared to traditional facetoface assess ment. 3, 4 Given the wide geographi cal distribution of the ADF, including remote, rural and international areas, the acceptance and effective ness of telepsychiatry greatly enhances the level of care available to ADF personnel. 
Bullying in public psychiatry

Dear Sir
Bullying of patients is endemic in public psychiatry. I repeatedly encountered it in my locum travels. Aggression of staff members, not infrequently unconscious, based in personal and system dynamics (managerialism) as much as patient dynamics, not only oppresses the patient but also reinforces the patient's defences: most notably splitting, projection and denial. The result is vicious cycles of patient and staff aggression, and patient acting out, in which the lat ter is the most obvious loser.
The pivot of all solutions in psychi atric treatment, and treatment ser vice delivery, can be summed up in one word, but it is a word that I hardly heard on my locum travels. I did not hear it in the handovers or ward rounds. I did not hear it in debriefing, and it was not raised in training sessions. That word is coun tertransference. It represents the core of dynamic patient manage ment. It departed the psychiatric lexicon with the demise of Freudianism with its erstwhile focus on the doctor-patient relationship. In short, the baby was thrown out with the bathwater.
Professor Joe Sandler, the doyen of dynamic psychologists, who con tributed to public psychiatric ser vices, summarised the various meanings of countertransference. 13 Based on Sandler's notion of role responsiveness, countertransference can be said to occur when both the patient and the therapist prod each other into behaving in ways that conform to their respective internal role relationships. The classical view holds that the patient's role relation ship predominates over the ana lyst's. In modern settings it is clear that the relationship is much more symmetrical. The professional oper ators bring their own 'therapeutic' and managerial agendas, which con taminate those elicited by the patients. This is a very complex state of affairs, and cannot easily be disen tangled, let alone be used readily with therapeutic intent.
What are some of the unconscious staff countertransference enact ments? Kindness to patients limited by perceived boundary dysregulation; defensive-offensive stance; excessive limitsetting and zero tolerance; unre alistic patient 'agreements' and 'con tracts'; blaming and scapegoating the patient; high dose polypharmacy, with little use of moodimpulsivitycompulsivity stabiliser preparations; and insufficient integrative, personal, community or family therapy. Most important of all, countertransference 
